INTRODUCTION {#sec1-1}
============

As a severe mental disorder that usually starts in late adolescence or early adulthood and causes continued disability and poor quality of life, persons with schizophrenia have to cope not only with their symptoms but also with many highly prevalent negative societal attitudes constituting stigma.

Stigma is understood as "a deeply discrediting attribute" and that reduces the bearer "from a whole and usual person to a tainted, discounted one."\[[@ref1]\] In relation to mental illness, other researchers consider stigma as a form of deviance that leads others to judge an individual as not having legitimacy to participate in a social interaction. This occurs because of a perception that they lack the skills or abilities to carry out such an interaction and is also influenced by judgments about the dangerousness and unpredictability of the person.\[[@ref2]\]

The common impacts of stigma associated with mental disorders include social exclusion, unsatisfactory housing, and restricted opportunities for employment and education, which impair the quality of life. Many people hesitate to use mental health services because they do not want to be labeled as a "mental patient" and want to avoid the negative consequences connected with stigma.\[[@ref3]\] It has also been shown that stigma is significantly related to mental health. Self-stigmatization leads to low self-esteem and low self-efficacy and discrimination contributes to failure to pursue work and household activities. Other consequences of stigma include reluctance for marital relations\[[@ref4]\] and poor quality of care for physical illness among people with psychiatric ailments.\[[@ref5]\] A recent systematic review,\[[@ref6]\] reported that perceived/experienced stigmas predict higher depression, more social anxiety, more secrecy, and withdrawal as coping strategies, along with lower quality of life, lower self-efficacy, lower self-esteem, lower social functioning, less support, and less mastery.

Many studies have evaluated the relationship of stigma with sociodemographic variables. Overall, the findings regarding the significance of sociodemographic variables are inconsistent and the predictive power of these variables on stereotypical thinking and discriminating behavior is relatively low.\[[@ref6][@ref7]\] Higher perceived stigma has been reported to be associated with early phases of illness, longer duration of illness, and with higher number of hospitalizations.\[[@ref8]\] Stigma has been reported to have a paradoxical relationship with insight, i.e., the patients with poor insight perceive less stigma; however, as the insight improves, there is increased belief in incurability and incapacity of achieving social role, lowered self-esteem, and more internalized stigma. A higher level of stigma has been shown to be related to lower subjective quality of life and younger age of onset.\[[@ref9]\] However, data suggest that quality of life is inversely associated with personal stigma.\[[@ref6]\] Among the various symptoms, positive symptoms, depression, and general psychopathology have been reported to have significant positive correlation with personal stigma\[[@ref6]\] and negative symptoms, social functioning, and self-efficacy are correlated positively with internalized stigma.\[[@ref10]\]

Although there are many studies from different parts of the world, there are only a handful of studies from India, which have evaluated stigma experienced by the patients with schizophrenia.\[[@ref11][@ref12][@ref13][@ref14][@ref15][@ref16][@ref17][@ref18]\] Some of these studies have discussed the urban-rural differences and male-female differences in the perception and impact of stigma.\[[@ref12][@ref14][@ref18]\] Other studies have evaluated the relationship of stigma with insight.\[[@ref13]\] Studies have also focused on the context, in which stigma is perceived by patients, possible causes for the stigma, experienced stigma, impact of stigma, and correlates of stigma.\[[@ref11][@ref16][@ref17]\] It is evident that research on stigma associated with schizophrenia is mostly from southern India. Studies from India have not looked at the relationship of stigma with clinical factors such as attitude toward medication and medication compliance.

Studies also suggest that the nature, determinants, and consequences of stigma vary across culture and region. Hence, there is a need for studies to understand the stigma specific to a particular region to plan intervention. Better understanding and identification of determinants may suggest ways to reduce stigma and help prevent its adverse consequences.

In this background, this study is aimed to study (1) the stigma perceived by patients with schizophrenia in the form of internalized stigma, perceived stigma, and stigma in the form of participation restriction in various spheres of life; (2) the relationship of stigma with sociodemographic variables, clinical variables, level of psychopathology, knowledge about illness, and insight.

MATERIALS AND METHODS {#sec1-2}
=====================

This was a cross-sectional study conducted at the psychiatry outpatient services of a tertiary care hospital in North India. All the patients were recruited after obtaining written informed consent and the study was approved by the Ethics Committee of the Institute.

The sample, selected by purposive random sampling, comprised of 100 patients with schizophrenia as per the DSM IV (as assessed by Mini-International Neuropsychiatric Interview\[[@ref19]\]), in remission (as defined by Andreasen *et al*.,\[[@ref20]\]), aged between 18 and 65 years, with illness of at least 2 years duration, and be able to read Hindi. Those with organic brain syndrome, mental retardation, and comorbid drug dependence were excluded from the study. Stigma was assessed using three scales as these are considered to assess different aspects of stigma.

Patients were evaluated on the following instruments:

Internalized stigma of mental illness scale {#sec2-1}
-------------------------------------------

Internalized stigma of mental illness scale (ISMIS) is a tool to assess self-stigma/internalized stigma, from the perspective of stigmatized individuals. It comprises 29 questions with 4 answering options (strongly disagree - 1, disagree - 2, agree -- 3, and strongly agree - 4) divided into five components (alienation, stereotype endorsement, perceived discrimination, social withdrawal, and stigma resistance). A higher score reflects a higher level of self-stigma. A cutoff of 2.5 is suggested to be an indicator of presence or absence of stigma.\[[@ref21][@ref22]\]

Explanatory model interview catalog stigma scale {#sec2-2}
------------------------------------------------

Explanatory model interview catalog (EMIC) stigma scale is a tool to assess anticipated/perceived stigma, from the perspective of stigmatized individual. It has 15 questions, with four answering options, with higher score indicating higher perceived stigma.\[[@ref23]\] As a generic application, it can be used for different health conditions.

The participation scale {#sec2-3}
-----------------------

It uses an interview to assess the subjective impact of stigma in terms of the severity of participation restrictions. The scale has generic application and can be used for different health conditions. It has 18 questions, with two levels of the answering options. The first level has five options: not satisfied, yes, sometimes, no, and irrelevant. If the first level options are yes or sometimes, the second level has four options: no problem (1), small problem (2), medium problem (3), and large problem (5). A high total score indicates a high level of participation restriction. In several studies, a cutoff point of 12 was found to indicate what is "normal" (not having significant participation restriction).\[[@ref24]\]

Positive and negative syndrome scale (PANSS) for schizophrenia {#sec2-4}
--------------------------------------------------------------

It was used to assess the level of residual psychopathology.\[[@ref25]\]

Global assessment of functioning scale {#sec2-5}
--------------------------------------

This was used to assess the level of functioning of the patients.\[[@ref26]\]

Scale to assess unawareness of mental disorder {#sec2-6}
----------------------------------------------

An abbreviated version of the scale to assess unawareness of mental disorder (SUMD) was used to evaluate the level of insight. The SUMD utilizes a semi-structured interview to rate discrete and global aspects of insight. It is rated on a five-point scale (1-5), with lower scores indicating better insight. It has satisfactory convergent and criterion validities and can be used reliably with minimum training. It has been used widely among patients with schizophrenia.\[[@ref27]\]

Knowledge of mental illness scale {#sec2-7}
---------------------------------

Knowledge of mental illness (KMI) scale assesses the patient\'s knowledge about their illness and medications. It consists of five items exploring knowledge about diagnosis, symptomatology, causes, medications, and treatment; each item is rated on a three-point scale, and higher scores indicate better knowledge about the illness.\[[@ref28]\]

Data were analyzed using SPSS-14 (SPSS for Windows, Version 14.0. Chicago, SPSS Inc.). The analysis was performed by frequency/percentage for categorical variables and by mean and standard deviation for continuous variables. Comparisons were made using Student\'s *t*-tests, Mann--Whitney-U tests, and Chi-square test. The relationship of stigma with other variables was studied using Pearson\'s correlation coefficient, *t*-tests, and Chi-square test. In terms of multiple correlations and comparisons, *P* \< 0.01 (two-tailed) was considered statistically significant. Multiple and binary logistic regression analyses were carried out to study the relationship of stigma with other variables.

RESULTS {#sec1-3}
=======

Sociodemographic profile of patients {#sec2-8}
------------------------------------

The mean age of the study sample was 36.8 (standard deviation \[SD\] 12.1; range 18--65) years. Males (*n* = 54) outnumbered the females (*n* = 46) in the study sample. A majority of the patients were currently married (*n* = 61), not on a paid employment (*n* = 58), Hindu by religious (*n* = 69), from nuclear families (*n* = 56), urban locality (*n* = 58), and from middle socioeconomic status (*n* = 59). The mean number of years of education of patients was 10.5 (SD: 4.4; range 0--17).

Clinical profile of the patient {#sec2-9}
-------------------------------

The most common diagnostic subtypes were paranoid (63%) and undifferentiated schizophrenia (34%). The mean age of onset was 26.5 (SD: 8.9; range 12--53) years and the mean duration of illness was 10.2 (SD: 8.1; range 2--40) years. The mean number of hospital visits in 3 months before the study intake was 1.2 (SD: 0.8). The mean total PANSS score was 34.4 (SD: 2.1; range 31--41). The mean global assessment of functioning (GAF) score was 92.9 (SD: 4.3; 80--98).

Stigma experienced by patients {#sec2-10}
------------------------------

For the components of ISMIS, the mean score was highest for alienation, followed by stigma resistance, stereotype endorsement, and discrimination experience, and the lowest for the component of social withdrawal.

When the cutoff of 2.5 was used to categorize the presence or absence of stigma, 81% patients reported alienation and 45% patients reported stigma resistance. Other details are shown in [Table 1](#T1){ref-type="table"}. The total mean score on EMIC stigma scale was 22.0 (SD: 7.4) and on participation scale (P-scale) was 18.3 (SD: 9.1). When the cutoff of 12 was used to assess the level of restriction due to stigma, 67% patients reported experiencing significant restriction, with a majority reporting moderate to mild restriction \[[Table 1](#T1){ref-type="table"}\].

###### 

Stigma, insight, and knowledge about illness (*n*=100)

![](IJPsy-58-291-g001)

Insight, knowledge about illness {#sec2-11}
--------------------------------

As shown in [Table 1](#T1){ref-type="table"}, compared to the past level of insight, for the current level of assessment, the SUMD total scores were lower. The mean total score on the scale assessing the knowledge about illness was 4.5 (SD: 1.5).

Association between stigma and other variables {#sec2-12}
----------------------------------------------

### Sociodemographic variables {#sec3-1}

There was no significant correlation between age and education with total ISMIS score, EMIC score, and P-scale score. However, age of the patients correlated positively with the stigma resistance component (*r* = 0.258\*\*, *P* = 0.01). There was no significant difference in the mean total score on ISMIS, EMIC, and P-scales between patients from different socioeconomic classes, type of family (nuclear vs. nonnuclear), religions, and localities. There was no significant difference in the total mean ISMIS and EMIC scores across the two genders. However, compared to males, females had significantly higher scores in the components of stereotype endorsement (*t* = 3.72\*\*\*, \[*P* \< 0.001\]) and total P-scale score (*t* = 4.45\*\*\*, \[*P* \< 0.001\]). In contrast, males had significantly higher scores in the component of stigma resistance (*t* = 3.86\*\*\*, (*P* \< 0.001\]). Those who were not wage earners had significantly lower scores in the components of social withdrawal (*t* = 2.68\*\*, \[*P* = 0.009\]), total P-scale score (*t* = 15.03\*\*\*, \[*P* \< 0.001\]). However, those who were employed had significantly higher scores in the component of stigma resistance (*t* = 2.88\*\*, \[*P* = 0.005\]).

Clinical variables of patients {#sec2-13}
------------------------------

As shown in [Table 2](#T2){ref-type="table"}, maximum numbers of correlations were for GAF score with all except one component (i.e., stigma resistance) and total ISMIS and total EMIC. The correlation between GAF score and total participation scores was not significant when the significance level of 0.01 was used. There were no significant correlations between different stigma scores and age of onset, duration of illness, duration of current treatment, and PANSS score. There was no difference in the stigma experienced by those with paranoid and other types of schizophrenia.

###### 

Association between clinical variables and stigma experienced by patients (*n*=100)

![](IJPsy-58-291-g002)

In terms of knowledge about illness, KMI diagnosis item score and KMI causes item score correlated negatively with alienation component of ISMIS scale. There was no significant correlation between the current level of insight and stigma.

Factors associated with presence or absence of stigma as per internalized stigma of mental illness scale {#sec2-14}
--------------------------------------------------------------------------------------------------------

Using a cutoff of 2.5 to categorize the presence or absence of stigma, the study sample was divided by total ISMIS score. Maximum numbers of differences were noted for the alienation component. Those who experienced alienation had significantly lesser number of visits, higher level of general psychopathology as per PANSS, lower scores for knowledge about diagnosis and causes, and total knowledge score.

For other components, i.e., stereotype endorsement, discrimination, social withdrawal, and stigma resistance, significant difference was seen on GAF. In addition for the component of stereotype endorsement, a significant difference was seen for age of onset and marital status with those experiencing the same had significantly lower age of onset and was more often single. For the component of stigma resistance, those with stigma resistance had significantly longer duration of illness. On total ISMIS score, those who experienced stigma had lower GAF score. On ISMIS total after excluding the component of stigma resistance, those who experienced stigma had lower age of onset, had lower level of functioning as assessed by GAF score, were more often females and currently single \[[Table 3](#T3){ref-type="table"}\].

###### 

Association between internalized stigma experienced by patients and other variables (*n*=100)
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Factors associated with significant restriction experienced by the patients as assessed by participation scale {#sec2-15}
--------------------------------------------------------------------------------------------------------------

Those who experienced significant restriction were younger (34.4 \[SD: 11.8\] vs. 41.2 \[SD: 10.8\]; t = 2.80\*\* \[*P* = 0.006\]), females (87.9% vs. 37.3%; χ^2^ = 20.7\*\*\* \[*P* \< 0.001\]), and not on paid employment (14.9% vs. 96.9%; χ^2^ = 57.8\*\*\* \[*P* \< 0.001\]). There was no difference on other variables.

Regression analysis {#sec2-16}
-------------------

Both multiple and binary logistic regression analyses were performed to study the relationship of stigma with other variables.

The variables with significant associations were entered into the multiple regression analysis with enter method. Alienation component was explained by KMI diagnosis, number of visits in the past 3 months, and GAF score. All these variables explained 19.1% of variance.

Patients' gender alone explained 11.5% of variance of the component of stereotype endorsement. The variance increased to 16.2% when gender of the patient and level of functioning by GAF score were taken into account. Other variables did not have any significant effect on the variance of stereotype endorsement.

GAF score explained 19.7% of the variance in the component of discrimination experience and 10.6% of the variance in the component of social withdrawal. Gender and total duration of treatment in years explained 17.9% of variance in the stigma resistance component. Only 13.9% of the variance of ISMIS total could be explained by GAF score. Similarly, 19.9% of variance of EMIC total score was explained by GAF score. Only one variable (occupation) explained maximum variance of stigma by P-scale (69.5%) \[[Table 4](#T4){ref-type="table"}\].

###### 

Multiple regression analysis showing the variance in the stigma score of patient explained by other variables (*n*=100)
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For the binary logistic regression analysis, all the variables with significant differences on various stigma categories were entered into the analysis. The presence or absence of stigma as per the various components of ISMIS, total ISMIS score, and total ISMIS score without the component of stigma resistance and presence or absence of restriction in participation were entered as dependent variable, and the variables which differed significantly in the comparison analysis were entered as covariates to calculate the odds ratio.

For alienation, odds ratio was significant and more than one for general psychopathology score. For the components of stereotype endorsement, social discrimination, and social withdrawal, GAF score was the only significant predictor. For the component of stigma resistance and ISMIS total score without stigma resistance, the odds ratio was 4 for gender. GAF score was significant predictor of ISMIS score on the both inclusion and exclusion of stigma resistance component. For the participation restriction as assessed by P-scale, the odds ratio for occupation was 395.65 \[[Table 5](#T5){ref-type="table"}\].

###### 

Binary logistic regression analysis showing predictors of stigma (*n*=100)
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DISCUSSION {#sec1-4}
==========

People with mental illness have to deal with the double jeopardy. On the one hand, they have to struggle with their symptoms and disability arising from the disorder, and on the other hand, they have to face the societal stereotypes about the illness. These stereotypes influence the behavior of the patient and are understood as stigma. Stigma is a major barrier in the management of various mental disorders.

Studies suggest that the nature, determinants, and consequences of stigma vary across culture. Hence, to overcome stigma, it is important to understand it in its cultural context. The present study attempted to evaluate the personal stigma in the form of self-sigma, anticipated stigma, and impact of stigma in participation in work-related activities, social activities, and peer relationship using standardized scales. This study included 100 patients with schizophrenia who were in remission. The phase of remission was specifically selected to rule out the influence of florid psychopathology (we did not come across any study where only patients in remission were included). The illness had to be of at least 2 years duration so that the patients could better relate their experience and perception about stigma. Those with comorbid drug dependence were excluded as drug dependence itself is associated with significant stigma.

Stigma experienced by patients {#sec2-17}
------------------------------

Stigma was assessed by three well-validated instruments (ISMIS, EMIC and P-scales), used in earlier studies on stigma with schizophrenia\[[@ref29][@ref30][@ref31][@ref32][@ref33]\] and including in India for stigma with mental as well as physical illnesses.\[[@ref34]\] With some overlap, these scales evaluate different aspects of stigma experienced by patients with schizophrenia. ISMIS focuses on self-stigma, EMIC focuses on anticipated/perceived stigma, and P-scale assesses subjectively the severity of participation restrictions in work, social activities, and peer relationship. None of the previous studies have evaluated these three components of stigma together in the same study sample of schizophrenia; thus, this can be considered as a methodological advancement.

Self-stigma refers to the alienation of patients due to the process of internalization of stigma. It is thought to have cognitive, affective, and behavioral responses to perceived or experienced stigma. In our study, based on the ISMIS total score cutoff, 21% participants experienced stigma. This finding cannot be compared with other studies for two main reasons. One, the previous studies across the world have used different instruments to evaluate personal stigma. Two, our sample being in remission, how much the stigma reported in other studies is affected by ongoing psychopathology, remains questionable. However, when we compare our findings with studies reporting ISMIS-assessed self-stigma in the range of 29.4--41.7% of participants,\[[@ref35][@ref36]\] the prevalence of self-stigma in our study was about one half or toward the lower end. However, in terms of the components of stigma, prevalence rate of 81% for alienation in our study is higher than the range of 27.9--77% reported in ISMIS-based studies from the West.\[[@ref37][@ref38][@ref39]\] This suggests that compared to other aspects of stigma, the alienation, which reflects a feeling of social devaluation, is more prevalent in our society. About 26% prevalence of stereotype endorsement in our study was within the earlier reported range of 15.2--42%.\[[@ref37][@ref38][@ref39]\] Stereotype endorsement reflects agreement of the patient with negative stereotypes of mental illness prevailing in the society in general. Similarity of its prevalence across different cultures suggests that although the negative stereotypes may be specific to a culture, the reaction of mentally ill subjects is similar across different cultures. As other studies have consistently not described the prevalence of stigma in terms of other components of ISMIS, i.e., discrimination experience and social withdrawal, we have no data to compare our findings with, but our findings suggest that 21% and 16% of patients experience stigma in these areas too. For stigma resistance, the existing literature from the West suggests a prevalence rate of 32.5--84%;\[[@ref37][@ref38][@ref39]\] our finding of prevalence of 45% is within this range.

On comparing mean scores of various components of ISMIS and total ISMIS score with the previous studies based on the ISMIS, the mean scores for the components of stereotype endorsement, discrimination, social withdrawal, and stigma resistance are comparable with the existing literature.\[[@ref10][@ref35][@ref36][@ref40][@ref41]\] However, in the present study, the mean score for the component of alienation was 2.9, which is relatively higher than the reported range of 2.13--2.53 in literature, suggesting that possibly patients in Indian setting face more alienation.

Previous studies which have evaluated stigma in patients with schizophrenia have not used EMIC stigma scale and P-scale, hence, we have no data to compare our findings with. However, our findings are comparable to the findings of EMIC stigma scale or P-scale-assessed stigma with leprosy, tuberculosis, and HIV in Indian setting.\[[@ref42][@ref43]\] Our finding of 67% patients with schizophrenia experiencing difficulty in work related activities, social activities, and peer relationships suggests that besides the rehabilitation and vocational guidance, the clinicians should focus on the social skills training of patients with schizophrenia to reduce the participatory restriction.

Correlates of stigma {#sec2-18}
--------------------

A recent review concluded that studies evaluating stigma with schizophrenia have not reported any consistent sociodemographic correlates of stigma.\[[@ref6]\] Our study also failed to find many significant associations between stigma and various sociodemographic variables. However, we recorded some gender differences for alienation, which can be understood from the perspective of different gender roles in traditional Indian culture. Another interesting correlation noted in our study was that of age and stigma resistance, which suggests that with increasing age - possibly experienced patients learn how to fight the cultural myths and stigma associated with their schizophrenia. Another important association, the strongest in our study, was between employment status and restriction in participation. This finding suggests that since being a wage earner possibly boosts the self-esteem of the patients with schizophrenia and provides them status in the society, it is associated with lower level of participatory difficulties in other spheres of life. This finding finds further support in the fact that being a wage earner is also associated positively with stigma resistance, suggesting that it helps in fighting the stigma.

In terms of clinical correlates, our study noted very few associations between the level of psychopathology and stigma. Only higher general psychopathology score on PANSS was associated with the presence of alienation. This finding is supported by earlier studies.\[[@ref44]\] Possible lack of such associations in our study could be due to the inclusion of patients in remission only.

Our finding of most important association between stigma and GAF-assessed level of functioning being similar to the finding of higher level of quality of life and social integration being associated with lower level of stigma suggests that the efforts in clinical management of schizophrenia should be directed not only at symptom removal but should at improving the functioning.

In our study, higher number of visits to the hospital in the past 3 months being associated with lower level of alienation suggests that interaction with the clinicians possibly acts as a big support for the patients to fight with stigma. Our study did not support the relationship of stigma with insight as reported in literature.\[[@ref45][@ref46][@ref47]\] As discussed earlier, this could be due to inclusion of patients in remission, who possibly had a high level of insight. On the other hand, our study noted the association between the higher level of knowledge about the disorder, especially the diagnosis and causes, being associated with lower level of internalized stigma. Previous studies have come up with similar findings,\[[@ref48]\] and this finding emphasizes the need for proper psychoeducation about the illness.

Comparison with findings from India {#sec2-19}
-----------------------------------

How do the findings on stigma in the present study compare to the previous studies from India?

Because of the scales used to measure stigma being different, the comparison with previous studies from India is difficult. However, the following commonalities are noted. Murthy\[[@ref49]\] evaluated stigma in 1000 patients in four cities as a part of the Indian initiative of the World Psychiatric Program to reduce the stigma and discrimination because of schizophrenia. Assessment instrument was a semi-structured interview which was developed by a national working group for India by the World Psychiatric Association steering committee.\[[@ref50]\] He reported that urban respondents in large centers try to hide their illness hoping to remain unnoticed whereas rural respondents in smaller regions experience greater ridicule, shame, and discrimination as anonymity is more difficult. Another study from Bengaluru, which evaluated the urban rural differences, reported that urban participants felt the need to hide their illness and avoided illness histories in job applications whereas rural participants experienced more ridicule, shame, and discrimination.\[[@ref14]\] As we did not carry out the item level analysis of various scales, we cannot comment on their urban rural differences; however, for total scores and ratings of various components, no significant rural urban difference was noted.

Loganathan and Murthy\[[@ref12][@ref14]\] also evaluated gender differences for stigma. They noted that while men experienced shame and ridicule and difficulty in getting married, hid their illness from others and in job applications, and were worried what others might think of them; in women, stigma was related to marriage, pregnancy, and childbirth. Both men and women revealed certain cultural myths about their illness and how these affected their lives in a negative way.\[[@ref12][@ref14]\] Another study from India,\[[@ref17]\] which evaluated stigma and beliefs about illness of 100 patients with schizophrenia and their caregivers, reported that stigma was related to specific beliefs about causes of mental illness; the total stigma score was associated with male gender. In our study, females scored significantly higher for the components of stereotype endorsement and total P-scale score and more of them experienced stigma (as assessed presence or absence of stigma based on total ISMIS after excluding the component of stigma resistance). In contrast, males scored significantly higher for the component of stigma resistance. Stigma being more common in females suggests that cultural factors play a role in the experience of self-stigma. Traditionally Indian society is considered to be male dominant. Even if males have deficits they are more often accepted and their retaliation is accepted, at least in the family context. In contrast, females are usually considered dependent on their male partners and are often ridiculed. Presence of mental illness increases the susceptibility in terms of subjective sense of deficiency/disability. Finding of higher stigma resistance in males can also be understood from the same cultural context, in which males with disability/mental illness are more often accepted in the family context and have all their rights, which is often not true for women with mental illness.

Many studies have reported the relationship of stigma and marriage related issues.\[[@ref12]\] This is quite understandable in the context of Indian culture, in which marriage is almost universal phenomenon.

A study from Ranchi evaluated the relationship of stigma with insight in 100 patients with mental disorder, of whom 30 were diagnosed with schizophrenia and found that those with better insight perceived more stigma compared to those with poor insight.\[[@ref13]\] However, our study failed to find any relationship between stigma and insight.

Raguram *et al*.\[[@ref17]\] evaluated thirty patients with schizophrenia on Link\'s perceived stigma questionnaire and a short explanatory model interview for beliefs about the illness. Patients were likely to hide the history of schizophrenia and reported similar impact of the illness on their work, finances, and social interactions as reported by their caregivers. The findings on P-scale in our study can be considered to be similar to that of the previous study.

CONCLUSION {#sec1-5}
==========

To conclude, our study suggests that patients with schizophrenia experience high level of stigma and this restricts many aspects of their lives. One factor that influences stigma is the level of functioning achieved with treatment; those patients who achieve higher level of functioning have lower experience of self-stigma, anticipated stigma, and also lower participatory restriction. The implication is for the clinicians to know the vicious cycle involving lower level of improvement and lower achievement of better functioning and higher perception of stigma. Other factors which influence alienation component of stigma include knowledge (or lack of) about their diagnosis and treatment. Accordingly, simple psychoeducation can help in reduction of alienation. Another important aspect which emerges from our study is the inverse relationship of being on paid job and experiencing of stigma. It is difficult to establish the cause-effect relationship here; however, this finding suggests that ensuring proper job to patients of schizophrenia can boost their self-esteem. Accordingly, there is a need to encourage politico-administrative policies to improve appropriate employment opportunities for patients with schizophrenia.

Limitations and future directions {#sec2-20}
---------------------------------

Findings of our study must be interpreted in the light of its limitations. The study was limited to a single center. The study included patients in remission attending the outpatient services of a general hospital psychiatric unit. Accordingly, the findings of this study may not be generalized to those living in the community and not experiencing symptomatic remission. Our patients had long duration of illness; hence, the findings may not be generalized to those experiencing first episode of psychosis. Only few associations were noted between stigma and various sociodemographic and clinical variables. This could be because we selected only those patients who were regularly attending the psychiatric services and were in remission. It is possible that many of the patients who feel stigmatized could have actually dropped out of treatment and, hence, were not included in the study. Our study sample was also relatively small, and the patients were evaluated only once. We did not study the relationship of stigma with other factors such as hope, self-esteem, depression, demoralization, quality of life, coping, emotional distress, social functioning, social cognition, etc., which have been addressed by some of the studies.\[[@ref10][@ref46][@ref51][@ref52]\] Future studies should try to overcome these limitations by planning multicentric, larger sample size, and community-based patient populations, with focus on patients in different phases of illness.
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